1. Introduction {#sec1}
===============

Subluxation of the crystalline lens may cause visual impairment of varying severity depending on the degree of subluxation.[@bib1] We report two cases of dislocated crystalline lenses managed with different preoperative strategies. Pharmacologic constriction and supine patient positioning, as described below, used to manage patient 2 may have aided in the prevention of a worsening dislocation following the dilated eye exam. Taking the precaution of pharmacologic constriction and supine positioning potentially averted complications such as the corneal edema and elevated intraocular pressure (IOP) from a subluxation into the anterior chamber (AC), as was observed in patient 1. To our knowledge, it is currently not a common practice to use a pharmacologic agent to constrict the pupil and have these patients lie supine after a complete dilated eye exam in order to prevent forward dislocation of the lens until definitive management.

2. Findings {#sec2}
===========

2.1. Case 1 {#sec2.1}
-----------

A 49-year-old man presented to our clinic for evaluation of gradual, progressive painless vision loss in the left eye. Patient stated that three weeks prior, he suffered blunt trauma to his left eye when he was hit by his girlfriend\'s hand. He also complained of monocular diplopia in the left eye but denied other ocular symptoms. On initial clinical examination, his corrected distance visual acuity (CDVA) was 20/30--1 and 20/40--1 in the right eye and left eye, respectively and with no improvement with pinhole (ph). IOP was 18 mm Hg in both eyes.

Both pupils were equal, round, and reactive with no afferent pupillary defect. The dilated exam was notable for bilateral inferiorly subluxed lenses ([Fig. 1](#fig1){ref-type="fig"}). He denied any systemic symptoms or relevant family history. At that initial visit, a plan was made to perform a pars plana vitrectomy and lensectomy along with secondary intraocular lens (IOL) fixation within one week of presentation. Initial work-up included slit lamp photos, anterior segment OCT, diagnostic B-scan, and IOL calculations.Fig. 1Case 1 initial clinic presentation.A: Right lens subluxed 2 mm inferiorly. B: Left lens subluxed 4 mm inferiorly.Fig. 1

However, prior to the surgery, the patient presented to our Emergency Department (ED) 4 days later with severe pain, sensitivity to light, redness, and substantially reduced vision (hand motion in the right eye, counting fingers at 3 feet in the left eye). He reported that these symptoms began on the night of his initial clinic visit 4 days prior and denied any new trauma in the interim.

Examination of his right eye revealed a 5 mm-dilated pupil unresponsive to light, substantial corneal edema with 3+ Descemet\'s folds, and an elevated IOP of 23 mm Hg. Furthermore, the right lens completely subluxed into the AC with central lenticulo-corneal touch ([Fig. 2](#fig2){ref-type="fig"}, A). The subluxation in the left eye was also worse as compared to his initial clinic visit, with complete inferior subluxation with only the edge of the lens visible through his undilated pupil ([Fig. 2](#fig2){ref-type="fig"}, B). The IOP in his left eye was 18 mm Hg, unchanged from his initial consultation. He underwent urgent pars plana vitrectomy and lensectomy which was was challenging secondary to corneal edema and thus the patient was left aphakic.Fig. 2Case 1 emergency follow up presentation.A: Right lens completely displaced into the anterior chamber with central lenticulo-corneal touch. B: Left lens subluxed entirely inferiorly with only the edge visible.Fig. 2

He returned 2 months later for a second pars plana vitrectomy in the right eye along with a scleral-sutured IOL. At postoperative day 1, his uncorrected distance visual acuity (UDVA) in his right eye was hand motion. A similar course was followed for the left eye one year later resulting in an UDVA in the left eye of 20/126 on postoperative day 1. In his most recent clinic visit, about two years after his initial procedure in the right eye, his UDVA was 20/60 (ph 20/40) in his right eye and 20/30 (ph 20/25) in his left eye. Refracted visual acuities were 20/40 in his right eye (−2.50 sphere +2.25 cylinder x 023°) and 20/25 in his left eye (−0.75 sphere).

2.2. Case 2 {#sec2.2}
-----------

Similar to the first case described above, a 57-year-old female presented with bilateral lens subluxation with no systemic symptoms or relevant family history. Her initial symptom was gradual painless, blurred vision that began months prior to her first visit. She was referred to us by her community ophthalmologist for a surgical consultation for bilateral dislocated lenses. She denied any history of eye trauma.

The CDVA was 20/40--1 (ph 20/30--1) in the right eye and counting fingers at 2 feet (ph 20/400) in the left eye. Both pupils were equal, round, and reactive with no afferent pupillary defect noted. Clinical examination was notable for significant pseudophacodonesis in the right eye and an entirely free lens in the anterior vitreous in the left eye. Of note, she also had bilateral 2+ nuclear sclerosis. Prior to dilation, her left lens was posterior to the iris. However, following dilation, she was noted to have dislocation of the left lens into the AC.

Given our recent experience with case 1 of the consequences of worsening bilateral subluxation, she was laid supine in order for the left lens to be relocated posterior to the iris and given 1% pilocarpine in both eyes to constrict the pupils. The lens was noted to be located behind the iris before the patient was sent home. She was also instructed to lie supine for another 24 h.

A pars plana vitrectomy and pars plana lensectomy with IOL implantation was carried out on the left eye 11 days later. The time period between the last appointment and the surgery was uneventful, without worsening of the subluxation. On postoperative day 1, the UDVA was 20/40--2 (ph 20/25--2) in the left eye.

One month later, the right eye underwent an uncomplicated surgery identical to the one performed in the left eye, with an UDVA of 20/100 (ph 20/30--1) on postoperative day 1. During her last clinic visit more than 3 months after her initial surgery, her UDVA was 20/25 (ph 20/20) in both eyes. Refracted visual acuities were 20/20 in her right eye (−1.00 sphere) and 20/20 in her left eye (−0.50 sphere +0.50 cylinder x 150°).

3. Discussion {#sec3}
=============

Dislocation of the crystalline lens into the AC may lead to corneal edema, pupillary block glaucoma, or anterior uveitis,[@bib2], [@bib3], [@bib4], [@bib5] resulting in more difficult surgical cases and prolonging patient suffering. Peyman et al. reported a series of surgically managed subluxated lenses where postoperative results were directly correlated with the preoperative status of the cornea and anteriorly dislocated lens.[@bib5]

In the literature, these cases often present initially with lens dislocation in the AC.[@bib2]^,^[@bib4]^,^[@bib6] However, here, one of our patients had a complete dislocation of the crystalline lens only after he underwent a dilated fundus exam in clinic.

In order to prevent the complications associated with a complete ectopia lentis in the AC, we propose the consideration of pharmacological pupillary constriction after the initial visit is complete. While we acknowledge that this was a small series of 2 patients, we encourage laying patients supine and using drops such as 1% pilocarpine as we did in our second case to allow an anteriorly displaced lens to fall back behind the iris or to prevent anterior dislocation.[@bib1]^,^[@bib7]^,^[@bib8] This method may help to avoid the above-mentioned negative effects from a complete dislocation into the AC, such as the severe corneal edema described in case 1. However, it is also worth mentioning that there is a risk, albeit a small one, of retinal detachment after using a constrictive agent after pupillary dilation.[@bib9]

To the best of our knowledge, no such recommendation is widely acknowledged or discussed. This method is focused on preventing further worsening of vision from a complete lens dislocation into the AC, which led patient 1 to have prolonged corneal edema and two separate surgeries involving a vitrectomy. Pars plana vitrectomies are not without risks[@bib10]; and when performed under general anesthesia,[@bib11] as was deemed necessary for our patient, is accompanied with its own set of risks.

4. Conclusion {#sec4}
=============

In conclusion, we present 2 cases of subluxed crystalline lenses. Our first case highlights the plausibility that a seemingly routine dilation exam preoperatively may increase the chances of further subluxation of the lens leading to a more arduous clinical and surgical course. In our second case, we present the successful preoperative management for ectopia lentis in which 1% pilocarpine was used to constrict the pupils before safely sending the patient home. We recommend the consideration of supine positioning and using a one-time dose of a pharmacological agent to constrict the pupils of patients undergoing a dilated ocular exam due to ectopia lentis.

Patient consent {#sec5}
===============

Consent to publish the case report was not obtained. This report does not contain any personal information that could lead to the identification of the patient.

Funding {#sec6}
=======

No funding or grant support.

Authorship {#sec7}
==========

All authors attest that they meet the current ICMJE criteria for Authorship.

Declaration of competing interest
=================================

All authors have no financial disclosures.

Appendix A. Supplementary data {#appsec1}
==============================

The following is the Supplementary data to this article:Multimedia component 1Multimedia component 1

None.

Supplementary data to this article can be found online at <https://doi.org/10.1016/j.ajoc.2020.100694>.
